Skiagrams often show a splayed joint and bony irregularities, but radiographers usually dismiss these as having no-significance, from the fact that " nobody is quite symmetrical."
Mr. PAUL BERNARD ROTH said that sacro-iliac strain (or "painful sacro-iliac joint ") had interested him for many years, and he could rejoice with Dr. Mennell that its existence was at last becoming recognized. Members might care to refer to his (Mr. Roth's) paper, published in the Proceedings' in 1913. He could not agree with the opener's description of this condition: he himself held that before a diagnosis of sacro-iliac strain could be made, three things were needful: (1) a history of a sudden strain; (2) pain referred to the back of one or other joint; (3) deep tenderness over the back of this joint.
How the patient stood or how he walked was immaterial.
Treatment of the condition consisted in manipulation, and then support. Manipulation consisted in forcibly hyperextending the thigh on the trunk, with the patient lying prone: if the strain were due to a displacement of the joint surfaces, this manceuvre caused them to go into place with a click, with instant relief of pain. After manipulation his rule was to apply a 2 in. wide band of strapping tightly round the pelvis, immediately below the anterior superior spinous processes, the two ends overlapping each other behind for at least 6 in. This supported the pelvis, prevented any further slipping, and allowed the traumatic inflammation to subside. If care were taken, this could be worn for two or three weeks, and at the end of this time the patient was cured. He regarded sacro-iliac strain as a perfectly clear clinical entity, not to be confused with any other condition.
Mr. R. C. ELMSLIE.
Mr. Verrall has taken great care in going over the symptoms and diagnosis of sacroiliac conditions, but I think that his opening remarks and the remarks which have followed only make it additionally clear that there is still a great lack of knowledge about the diagnosis, and great difference of opinion as to what is and what is not sacro-iliac defect. Mr. Verrall says that he requires all the symptoms and signs to be present before he will diagnose sacro-iliac strain. When someone of Mr. Roth's experience records a paper which he wrote on the experience of nine cases, and when Dr. Cyriax talks of the 1,500 cases he has treated, it becomes quite obvious that there is a difference of standard as to what does constitute a sacro-iliac strain or displacement, and until we can get a greater uniformity of view on this matter, it is difficult to see how progress can be made. We all have to deal with many of these cases of pain in the lower part of the back. The actual location of the pain varies greatly with different people, and, personally, I feel that the practitioner who has a tendency to diagnose sacro-iliac strain will often find that the tender spot is over the sacro-iliac joint, whereas someone else who is prejudiced in favour of a muscular cause of the trouble will make out that it is situated in one of the muscles.
We are all aware that many of the cases are relieved by manipulation and exercising, and that others are relieved by support; the difficulty is to diagnose what is the exact cause in any case and to be sure which treatment is going to be adequate for it.
Mr. Verrall has omitted to mention one part of the deformity of a severe sacroiliac condition, i.e., a flattening of the lumbar spine and sacrum, so that the latter assumes almost a vertical position. This, and the sacro-iliac tilt, are of course not confined to cases of trouble in the sacro-iliac joint but occur also in lumbo-sacral disease and in anything involving the lumbo-sacral cord. If a mere strain thrown on the sacro-iliac joint is productive of pain, is it not remarkable that cases of low lumbar scoliosis are practically never associated with any sort of sacro-iliac pain?
Dr. CYRIAX said he had given a wrong impression and did not mean that he had treated 1,500 cases of sacro-iliac strain.by reposition of, the ilium, but that he had treated 1,500 cases of displacement by reposition. A large number of these displacements had no subjective symptoms but only objective ones of spinal curvature and 'asymmetry. The proof of having effected reduction was chiefly based upon the removal of the abnormalities in the position of the anterior and posterior superior spines.
Mr. H. A. T. FAIRBANK (President)
said there was no doubt that another discussion on this subject at a later date was indicated. There were many further points that were worthy of discussion. For instance, there were occasional cases met with that required excision of the joint, e.g., those with sinuses and a mixed infection. What was the best method of exposure of the joint ? Should the posterior portion of the ilium be removed in toto or should the posterior part of the crest and the posterior superior spine be left intact and the bone removed in front of it? He said he agreed with Mr. Verrall as to the advisability of having an undoubted combination of signs before diagnosis of sacro-iliac strain or disease. Compression of the ilia often caused no pain, but rather relieved it. The essential of any apparatus must be the fixation of the ilia. In tuberculous disease be doubted whether abscess was more common on the anterior aspect of the joint as was often stated. In his rather limited experience abscess was only too common posteriorly, and this interfered with a bone-grafting operation. As to the differential diagnosis he emphasized the great importance of good radiograms, and mentioned a case with great pain and tenderness at the back of the sacro-iliac region on one side, where X-rays showed an abnormal joint between a large transverse process of the fifth lumbar and the ala of the sacrum, with marked osteo-arthritic changes in this joint. He was very interested in Dr. Mennell's exhibition of belts and asked for more information as to when the pad reaching higher was used, and when the ordinary sacral pad. He had only seen one or two cases of strain which seemed to him to call for operative treatment. Mr. Verrall's method of bone-grafting was undoubtedly an improvement on Smith Petersen's method.
Mr. JENNER VERRALL (in reply)
emphasized that it was essential to try both lateral iliac and pubic pressure as the effects of these were diametrically opposite. He said he agreed that belts were often the only possible treatment, as patients would not submit to operation. In answer to Dr. Mennell he would suggest that all patients, irrespective of their disease, who were compelled to spend a long time sitting up in bed should have a support for the lumbar spine. Difference of level of the posterior spines could certainly be noticed on occasions. Mr. Roth had advocated a band of strapping round the pelvis after reposition. This was his usual practice but he had omitted to mention it. Mr. Elmslie's sound observation on the flat sacrum in these cases he admitted, and he said he felt that it tended to support Nutter's view of the forward movement of ilium on the sacrum.
